In this paper I shall concentrate on physiotherapy and occupational therapy, looking at them in the light of our responsibility as part of our role as consultants in rheumatology for the organization and supervision of the rehabilitation services in district general hospitals. As such it will still be our task, sometimes unenviable, to try to ensure that our colleagues, both senior and junior, use the hard-pressed and often short-staffed facilities of the physiotherapy and occupational therapy units to the best advantage. I am sure that things have improved greatly since 1954 when du Toit, the South African orthopedic surgeon, said: 'Physiotherapy staff, although anxious to help, are swamped with a high percentage of derelicts and undiagnosed cases receiving palliative therapy.' But I fear that if any enterprising medical advisory committee of a teaching or district general hospital was bold enough to have an independent survey carried out of the patients currently undergoing treatment in their physiotherapy and occupational therapy units, they would have a considerable shock, not only because of the flimsy grounds on which this type of treatment is often prescribed, but also because of the length of time for which it is all too often continued. Whether we like it or not, if we are to do our job properly, we must try to educate our medical colleagues in the areas where remedial therapy can be useful, where it is of little use and where it should not be used. Also, although we must keep the physiotherapy and occupational therapy facilities available to other consultants and their juniors on direct prescription, we must yet maintain a check on the length of time for which such patients attend. It is my practice each month to get a list of the names, diagnoses and referring consultants or clinics of any patients who have attended for treatment for more than two months. This gives me the opportunity to discuss these cases with the therapists concerned to find out if they think treatment worth continuing; if not, I may have the case sent back to the referring clinic with a report from the therapist or may take it up personally with the consultant in charge of the case.
Let us now examine who in a general hospital is most likely to use these facilities and for what reasons and also say a brief word about some of the most common types of treatment prescribed in physiotherapy.
As a result of a recent work measurement study in physiotherapy units conducted on behalf of the Department of Health and Social Security, a preliminary breakdown had shown that 30 % of physiotherapy facilities were being utilized on orthopaedics and rheumatology, 24 % on trauma 20% on neurology, 13 % on chest medicine and 13% on others. In my own main department at the Dryburn Hospital, Durham, which is a 409bed district general hospital, a survey of outpatients coming for physiotherapy showed that 58% came from the orthopaedic unit, 29% from the rheumatology unit and the remaining 13% from other units.
What might we find physiotherapists or remedial gymnasts doing on the wards of an average district general hospital? On the surgical side, a good deal of time -10% according to Nichols & Howell (1968) -is spent doing pre-and postoperative breathing exercises, a procedure that they found had no effect on the incidence of postoperative chest complications, except in those patients whose chests are 'at risk'. Here is an area where obviously some work needs to be continued, but it could be significantly reduced without disadvantage to many patients. In those hospitals, however, which have cardiothoracic surgical units, the contribution of the physiotherapist or reme-dial gymnast can be life-saving, and the same applies to intensive therapy units. Whether postoperative exercises have any effect on the incidence of postoperative deep vein thrombosis in the lower limb, or on the speed of convalescence, still needs investigation.
On the orthopedic wards the value of exercising all free joints in an otherwise immobilized extremity is self-evident, but even traditional postoperative techniques oforthopoedic physiotherapy, as after meniscectomy, have recently been questioned. For example, Seymour (1969) found in a trial in Sheffield no difference in a group of 70 patients, of whom half had no physiotherapy at all and half had a standard pre-and postoperative regime, in terms of time of return to work and to full activity, although the group that received physiotherapy did a little better initially in regaining knee movement. This work is, I think, worth repeating, because I believe that in athletes or in heavy manual workers significant differences might have been obtained between the two groups, and also because one has frequently seen at a rehabilitation centre patients after meniscectomy whose recovery has been delayed by inadequate physiotherapy.
On the obstetrical unit postnatal exercises are frequently done. I am not aware of any controlled study to show their efficacy, but I suspect that it would show little difference in normal women. Such inpatient postoperative techniques are commonly combined with a programme of antenatal training in relaxation techniques, as recommended by Grantly Dick Read and others. Once again there is a need for controlled studies, but some obstetricians who have worked in units where such techniques were not used and then came to work in units where they were, have found that in the latter women as a rule had easier and less painful labours (S K Seale 1960, personal communication). Whether in fact instruction in antenatal relaxation techniques needs to be given by a physiotherapist at all is doubtful. I believe that the midwife should be responsible for this as part of the overall mothercare training programmes that have been widely instituted throughout hospitals in this country as I think it is much better for the midwife to continue to care for all aspects of the woman in labour rather than to have a physiotherapist involved in just one feature, and midwives can easily learn these techniques.
On the medical side the rheumatologist will require remedial exercises for those joints and their muscles which he does not feel need immobilization or rest combined with symptomatic heat treatment. This seems to me to be an integral part of the treatment of any arthritic patient and so long as the physiotherapist is involved in it mainly during inpatient care, it seems to me to be above criticism. Similarly the general physician and/or neurologist will have many conditions involving the central nervous system for which remedial exercise is vital, not only in the paralytic phase when it can prevent the development of contractures, but also when recovery of movement starts, to help to achieve the maximum restoration of function; this is particularly important in geriatric patients when motivation is often more impaired.
The occupational therapist is available for the assessment and development of activities of daily living, to help with the restoration of function in the upper limb when this is impaired, to make wheelchair assessments when required, to help with the rehabilitation of the housewife and to make assessments for the patient's fitness to return home or to go to hostel accommodation. It is a pity that all too often her skills in these directions are not utilized by many units, due to ignorance of the scope of occupational therapy.
It is unjustifiable that trained occupational therapists should be involved in diversional occupation, except in an organizational capacity; occupational therapy helpers are valuable in this area. Similarly we have found physiotherapy helpers very useful in the geriatric field, for example trying to get old people back on their legs again.
After discharge from hospital, when necessary a vigorous programme of rehabilitation must be continued at an outpatient level, preferably daily, as recommended by the Tunbridge Committee (Central Health Services Council Standing Medical Advisory Committee 1972), except in old patients for whom daily attendance is often too much. Attending hospital for a full day only two or three times a week does not seem to impair the the speed of recovery and is much less tiring for the elderly, especially if long ambulance journeys are involved. Dr B 0 Scott will discuss the use ofvarious types of electrotherapy (p 784). I shall mention only one aspect of this, namely the use of heat treatment for symptomatic relief, especially for self-limiting conditions, as it is often prescribed for outpatients with musculoskeletal disorders. To do this as an outpatient procedure in a hospital physiotherapy unit is, in my opinion, rarely justifiable, because it usually cannot be given frequently enough, because it often involves the expense of using an ambulance and because it wastes a physiotherapist's valuable time. For these reasons I have for a long time had a number of portable infra red lamps in my units which are loaned to the patient for a period of up to a month and repeated for another month if necessary. Thus the patient can get his heat treatment at home, daily or more often if necessary, without troubling the physio-Section ofPhysical Medicine therapist once instructions in the use of the lamp have been given. In this way the symptomatic treatment is much more thoroughly done. This has proved a very satisfactory and safe method over many years, which has caused no significant problems. I have also used it (Zinovieff 1963 ) in conjunction with exercises as a simple and quite successful symptomatic treatment for osteoarthrotic knees in the early stages. Wax baths can also be used at home and are frequently found comforting by patients with arthritic hands or feet. Massage is rarely used now, but still has a limited place in the mobilization of scars and in the treatment of soft-tissue injuries. Manipulation is a subject on which it is difficult to make a brief comment. There is no doubt that it has a place in the treatment of certain lesions of the intervertebral joints, and whether or not we have practised it ourselves we have all met patients who have been dramatically improved by manipulation. I think it is a good thing that it has now become respectable and that more doctors and physiotherapists are being trained in the techniques.
Cervical or lumbar traction also has a place in the treatment of certain lesions in these areas, but its role is difficult to define, although some attempt to do so was made in the multicentre trial on the treatment of cervical spondylosis run by the British Association of Physical Medicine and Rheumatology (1966) .
There seems no doubt that remedial exercise forms the cornerstone of physiotherapy and, with certain exceptions, most other modalities are supportive to it. It is therefore our responsibility to ensure that enough time is spent on it by the physiotherapists, which is often not the case in outpatient treatment at present. It does not matter if the exercises are done individually or in groups, whether they are for the mobilization of joints or for the strengthening of muscles, whether they are done on dry land or in the warm pool. Physiotherapists or remedial gymnasts must do them properly for long enoughi and often enough if the best results are to be achieved. I think most would agree that prescriptions for physiotherapy and occupational therapy are usually badly written and are often too restrictive on the physiotherapist. It is usually enough for the physiotherapist to know the diagnosis and the objective of treatment. Sometimes the type of treatment may need to be specified, but in general the choice of treatment should be left to the therapist's own initiative; this point is well made in the Tunbridge Report.
We have for some time been using a combined prescription card for physiotherapy and occupational therapy. We devised it to avoid the necessity of having to make out separate cards for physiotherapy and occupational therapy and also to remind the prescribing doctors that occupational therapy is something they should consider in addition to physiotherapy. Unfortunately our experience of this combined card has not been entirely satisfactory as it is often inadequately filled in.
It is also important to have good communication between the therapist and the referring doctor, giving the therapist's opinion of progress made and whether or not she feels the treatment should be continued. We use a special form for this purpose.
Abuses ofRemedial Therapy
The first abuse I should like to mention is that of continuing it for longer than necessary; this may be caused by too infrequent review, by inadequate assessment at the time of review of the value of the treatment given, or by inadequate knowledge of the prognosis for recovery.
All of these will result in physiotherapy and/or occupational therapy being used for longer than necessary. That too infrequent review will do so is self-evident. The accurate assessment of the value of the therapy given is well illustrated in arthritic conditions when physiotherapy is prescribed for the relief of pain. When the doctor reviews the case he must establish not only that relief has been obtained, but also whether it is transient, in which case the treatment is not worth continuing, or whether there has been an overall and lasting improvement in the pain, in which case some extension of the treatment may be justifiable. In this connexion again, the recommendation of the Tunbridge Committee that cases having remedial therapy should be reviewed at frequent intervals is of paramount importance, as one usually finds, even in those where it is successful, that maximum improvement occurs within a month or so of starting the treatment.
Inadequate knowledge of the prognosis for recovery is well illustrated in neurological conditions such as hemiplegia after a stroke. In my experience unless there is some recovery of voluntary movement within two months of the stroke, useful functional recovery is unlikely in the affected part; if there is no recovery in three months, then it is beyond hope. Unless such facts are known remedial therapy will be continued for an unnecessarily long time.
These points will never be remedied until there is a greater interest in rehabilitation, or aftercare as one might better call it, and this will only happen when medical schools accept that aftercare is an intrinsic part of the management of all disease and is routinely taught to the medical student to follow diagnosis and primary treatment. Herein lies a great weakness of our medical education system 784 Proc. roy. Soc. Med. Volume 66 August 1973 at the present, a point that I do not think was adequately emphasized by the Tunbridge Committee.
Another abuse of physiotherapy is to use it in conditions in which it has little or no hope of success, as an extreme example in progressive muscular atrophy. One still finds physiotherapy prescribed in such cases from time to time and on such occasions it is our duty to draw the referring doctor's attention, not only to its futility, but also to the injustice to the physiotherapist of asking for such treatment.
Physiotherapy as a Placebo
A satisfactory placebo reaction depends on a certain empathy between the doctor and the patient. If physiotherapy is used for this purpose, the physiotherapist is an extra person involved in the process; furthermore, physiotherapy used as a placebo is time consuming and relatively expensive. In consequence its use for this purpose is rarely justifiable, but if it is so used then it is essential that the prescribing doctor should ensure that the physiotherapist is fully briefed, not only so that she can adopt the right psychological approach, but so that she can also choose a sufficiently impressive form of treatment.
In conclusion, there is no doubt that if throughout the country physiotherapy and occupational therapy were correctly used, a considerable and unnecessary burden on the physiotherapy and occupational therapy units would be diminished and therapists would have much more time to treat those cases in which their efforts are rewarded. The modem view is that some of the techniques of electrotherapy and actinotherapy are of little value in the present scientific era. Paragraph 113 of the Tunbridge Report states: 'In our view much expensive electrical physiotherapy equipment is of limited value and could be dispensed with without any serious loss of therapeutic effectiveness' (Central Health Services Council Standing Medical Advisory Committee 1972).
There may be many who agree with this sentiment and although there may be truth in the assertion, it is nevertheless a sweeping overstatement, the implications of which are by no means true.
Shortwave or microwave diathermy is often ordered where perhaps radiant heat or wax would not only be cheaper and easier to apply, but would be more efficient. An example of this is in the treatment by heating of the hands, feet or toes.
In fact, the more technical knowledge one has of the action of a modality, the less one wastes it. Many accept that the pharmacological action of a drug must be known before it is prescribed: some, however, do not concede that the same is true of the physical effects of physical agents! It is unfortunate that those who know least of the effects of physical agents are often the ones to prescribe the most complicated treatments, often when they are unnecessary.
Many consultants, who never prescribe a drug without ordering the amount, the frequency, the relationship to food and the quantity, order 'shortwave and exercises' or even 'physiotherapy', in the belief that they have made a scientific prescription. It is fortunate that the competence of experienced physiotherapists rescues many such people from the majority of their mistakes! This is not to say that all prescriptions should be in detail if the physiotherapist is experienced and trusted, but a physician should surely know how to employ the tools that he uses.
Let us consider the treatment of a painful knee by the application of heat. Is the object to heat the skin, or the subcutaneous tissuesthe capsule, the cartilage, the retro-patellar area or the vastus medialis expansion or even the tibial periosteum? Of course, the answer depends on the diagnosisand not only on the macro-diagnosis but on the micro-pathological diagnosis. It is necessary to diagnose accurately not just that the patient has osteoarthritis of the knee, but that in this particular case the pain is originating from inflammatory or degenerative reaction in the vastus medialis expansion or from the patello-femoral junction. If the former, heatradiant, infrared, microwave or shortwave diathermywould be appropriate and probably more or less equally efficient. Radiant heat or infrared would be the cheaper! If, however, the retro-patellar region requires heat, then the correct shortwave condenser technique is not only the most efficient method of heating but possibly the only way of direct treatment.
